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LETTERS

Primary dentition
Sir,-It is incredible that the authors do not mention the word 'prevention' even once in a two-and-a-half page article concerning 'how to the care for the primary dentition' (BDJ 2003, 195: 301) .
It appears that, in drawing battle lines over the care of the primary dentition, the authors have chosen the wrong opponent (specialists in paediatric dentistry) on the wrong battleground (restorative treatment decisions for deciduous teeth). The authors state in paragraph two 'The records show that nearly half of the (regularly attending) children (48 per cent) had experienced at least one episode of pain... ' and in paragraph four they say 'It would appear that GDPs have learned experientially how to deal with the problem of caries in the primary dentition.... This approach is largely successful... ' In the words of John McEnroe 'You cannot be serious!' -half of the children experienced pain and this is 'largely successful'?! Surely the opponent here is the disease caries. The battleground should be the way in which (and how much) dentists are paid to deal with the disease in terms of primary, secondary and tertiary prevention (restorations being but one part of the latter).
C. Longbottom Fife
The authors of the paper K. M. Milsom Sir,-The authors are correct to pose the question 'Does the dental profession know how to care for the primary dentition', and they confirm the gulf between the public health approach and that taken by paediatric dentists. 1 In questioning the rationale for the British Society of Paediatric Dentistry (BSPD) statement they selectively quote from several papers, to give in our opinion a quite inappropriate bias to their thesis. They say that in Dawson's paper 2 over 10 per cent of stainless steel crowns (SSCs) needed further treatment but without adding that based upon that same study 75 per cent of one-surface and 70 per cent of two-surface amalgam restorations would need replacing before the age of eight.
In the Braff study 3 they quote a conclusion that it was not possible to conclude that SSCs were superior to amalgams in terms of longevity, but ignore his findings that SSCs had a success rate of 70 per cent compared with 11.3 per cent with multisurface amalgams, highly significant p<0.001. In terms of re-treatment, of great importance to whoever is paying for treatment, the State or parents, SSCs were highly superior to amalgams. Roberts and Sheriff 4 did report broadly similar longevity rates for SSCs and amalgams, and emphatically stated that amalgams were only placed in minimal, classical cavities, anything larger receiving an SSC.
Those of us working exclusively with children and especially those who like us bear the cost of re-treating our failed restorations will attest to the superiority of SSCs where indicated for primary molars. The authors quote that the records showed nearly half of the children, 48 per cent had experienced at least one episode of pain, and that the more teeth affected by decay the more likely it was that pain was recorded. Also levels of caries experience were associated with an increased likelihood of extractions due to pain or sepsis.
They also talk about the consequences of disease and/or treatment in terms of pain impacting on family life and the child's psyche; surely, if the caries is detected and treated early enough then there will be no reason for pain/infection. In our experience restoration of a tooth with or without local anaesthesia as appropriate is much less traumatic for both the child and the parent compared with extraction under local/general anaesthesia. Perhaps the problem does not lie in the principle of restoring primary teeth, but in the quality of the restorative work carried out on children in this country. Maybe the authors should concentrate on standards of training in order to provide sound treatment for our child patients in order to prevent much pain and anxiety for the children and their parents, not to mention the cost benefits of not re-treating.
J. F. Roberts, N. Attari Weymouth
The authors of the paper K. M. Milsom 
Disappearing lesions
Sir,-A 14 year old male patient attended another surgery for care in March 1995. He had a retained LLC. An OPG showed LL3 erupting and an 11 mm diameter well defined circular radiolucency over the apex of LL4 mesial to and above the mental foramen (Fig. 1) . I saw him for the first time in July 1997. The previous dentist supplied me with the original radiograph and a new radiograph (Fig. 2) showed that the lesion was now more irregular and much larger (3cm x 2.5 cm). The adjacent teeth had been visibly displaced by the growing lesion. LLC was still retained and LL3 had not apparently moved; however he was suffering pain consistent with an infection in the lower left quadrant.
He was given penicillin and at a subsequent appointment the LLC was extracted. He was referred for a consultant's opinion with regard to the growing cyst-like lesion between LL4 and LL5. He failed to attend for care at the hospital.
However the consultant agreed that investigation was a good idea after seeing the radiographs. I next saw the patient in September 2003.
He was complaining of pain on his left side. A further OPG was taken to assess the state of the lesion (Fig.3) . The lesion had spontaneously resolved and the premolars had moved back together.
His pain was from the UL7 which was grossly carious. Perhaps the removal of LLC and subsequent eruption of LL3 allowed the cyst to exteriorise. Comments? J. B. Rawcliffe Hull doi: 10.1038/sj.bdj.4810921 Fig. 1 Fig . 2  Fig. 3 
